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Village Health Insurance 
 
“Je vous remercier, nous sommes vraiment des pauvres et voilà que surtout ce 
programme d’assurance là… si tu as vu, au village ça a nous sauvé”-Komla Alaza. 
 
Introduction  
Located in Kuwdé, a rural mountain village in Northern Togo, the Case de Santé 
(CDS) offers a micro-health insurance system to the community. The Case de Santé is a 
state-run health clinic that primarily treats malaria and other minor sickness and injuries 
while also operating as a birthing center. Serving 156 families, the CDS is one of the only 
clinics of its kind that provides health insurance to patients- a system that successfully 
saves both the CDS and insured families money. However, many members of the 
community leave the advantageous system and others do not join at all. We first analyzed 
the current standing of the system, calculating exactly how much money insured families 
were saving and how much money uninsured families were losing. The primary goal of 
our research was then to discern the perception of health insurance within the village, and 
understand why some families left or simply were not joining an advantageous system. 
Our research was thus cultural and socio-economical and at other times purely 
mathematical.   
 
Background 
 The Case de Santé falls under the control of the highly standardized healthcare 
infrastructure in Togo. Healthcare infrastructure in West Africa is currently under 
scrutiny due to the ongoing Ebola crisis. As of now, Ebola has not been reported in Togo, 
but has been responsible for thousands of deaths in Guinea, Liberia, Sierra Leone and 
Nigeria. How does Togo’s healthcare infrastructure compare to affected West African 
countries? As of 2013, the World Health Organization (WHO) calculated total health 
expenditure (THE) in Togo as 8.6 percent of its GDP. A lower THE suggests that a lack 
of resources are devoted to healthcare, while in contrast a higher THE implies widespread 
healthcare infrastructure and superior use of technology. Comparably, in the following 
affected countries the common health-financing indicator is higher in comparison to 
Togo’s: 15.5 in Liberia and 15.1 in Sierra Leone (compared to 17.9 in the United States) 
(World Health Organization, 2013). The prevalence of poverty in many affected countries  
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 is also intensifying the Ebola outbreak. Within the affected countries, Guinea and Sierra 
Leone are in the top 25 of IMF’s list of poorest countries while Liberia is 4th. While  
unaffected Togo comes in 12th, its affected neighbor Nigeria is the least statistically 
impoverished coming in at 45th (International Monetary Fund, 2014) Togo’s total health 
expenditure is not only lower than its affected West African counterparts, but it is also 
more statistically impoverished than the majority of Ebola affected nations.  
 
Within Togo, healthcare infrastructure is under control of the government, as many health 
structures like the CDS are highly standardized. The health care system in Togo is 
divided into a pyramidal system consisting of three levels: 1) the summit of the pyramid 
which encompasses the central level of Teaching Hospitals, 2) the intermediate or 
regional level, and 3) the peripheral, prefectural or sanitary district level. The nation is 
divided into six health care regions, which are subsequently divided into 35 total districts 
(International Organization for Migration, 2014) 
 
The CDS is located within the region of Kara, which is statistically more disadvantaged 
than the rest of the country. This disparity can be attributed to numerous reasons, such as 
Kara’s mountainous terrain and inadequate road system that inhibit access to resources as 
well as underdeveloped sanitation systems that leave inhabitants vulnerable to water born 
diseases. Infant mortality, an essential health indicator, is 86 per thousand live births in 
Kara, compared to 78 for the nation’s average (World Bank, 2001). 
 
The CDS is located in Boa/Kuwdé serving the surrounding villages of Kuwdé, Boa, and 
Farendé. The CDS has two medical assistants, Basile and Oedil, who received training 
over 15 years ago via short two week internships. In the neighboring plain village, 
Farendé,  is the Centre-Médicale Sociale, which is a larger medical center primarily run 
by a young medical assistant. The CDS provides medicine and care to local patients and 
also non-locals passing through the region, absorbing some of the minor responsibility 
from nearby Centre-Médicale Sociale while referring patients to the larger medical center 
if needed.  
 
As 53% of Togolese live on less than two US dollars a day, the price of medication and 
health care can be expensive for members of the village (World Bank, 2011). Most of the 
families in the village live on the margin, living off the land that they cultivate. Started in 
2008, the micro health insurance system allows families to join the system at any time. 
To join, each family, regardless of size, pays a flat fee of 1800 CFAs ( $3.46 US dollars) 
for the year. In return, they receive ¼ the price of medication and do not have to pay a 50 
CFA consultation fee each visit.  
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Methodology 
Over the course of two months in the summer of 2014, we analyzed the health 
insurance system using patient data within the CDS.  We spent mornings and often 
afternoons at the CDS working with Basile and Oedil at the clinic.  
 
Informal Conversations 
We spent a lot of time simply using Basile and Oedil’s experience and advice to 
our advantage, posing informal questions about the CDS, local perceptions, and cultural 
cues that we would not have understood otherwise. Within the village, we also had many 
conversations with Togolese friends and our host families about village health care in 
general.  We also shadowed Francois, the medical assistant at the Centre-Médicale-
Sociale in Farendé and spoke to him and other CMS employees about health 
infrastructure.  
 
Data Analysis using CDS Records 
Our first task was to analyze the current standing of the system. We examined 
which families had left or stayed in the insurance system, and also accounted for families 
that have recently joined. Analyzing insurance notebooks at the CDS, we calculated how 
much money each insured family had saved/lost in the past year.  
 
Using a larger notebook that accounts for all patient visits at the CDS, we documented 
every visit in the past year, including family name, price, and patient history. From this 
data, we were able to discern which uninsured families could benefit from the system and 
calculate how much they could have saved if they had been insured. We also evaluated 
pregnancy data at the CDS, taking into account the high price of giving birth within our 
patient history calculations.  
  
To contextualize the system within the CDS, we used all data to calculate the total yearly 
cost of the health insurance system. We then calculated the clinic’s total annual revenue 
taking into account both insured and uninsured patient history.  
 
Structured Interviews 
After analyzing the data, we choose over two-dozen families to interview. There 
was a range subject groups, including insured families, uninsured families, and those who 
had left the system. These interviews were crucial to understand village perceptions of 
the system and hear firsthand why some villagers chose to leave an advantageous system 
or chose to not join at all.   
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Village Meeting  
We held a village wide meeting at the end of our time in Kuwdé to explain the 
system, clear up misconceptions, and to hear feedback from local patients. This also 
allowed insured patients to testify their experiences for other villagers.  
 
Initial Findings 
 We examined the records of insured families since 2013. We found at the start of 
2013 there were 18 families in the system. However, in 2014 only nine of those families 
stayed in the system, and nine did not return. Additionally, two new families joined in 
July 2013 and four new families joined in 2014. Therefore with the nine that stayed in the 
system and the six new families, the current system yielded 15 families. A number is 
given to each insured family for record keeping purposes. Some families have the same 
last name, so a number serves to properly identify the family, and is an indicator of when 
the family joined the system relative to others. 
 
We then analyzed all patient visits in 2013 for insured families. Our goal was to gain a 
comprehensive overview of how much each family was saving, or losing, within the 
system. For the families that were insured, the following calculations were made: 
 
- How many times during the given time period the family had been to the Case de 
Santé – “Nombre de visites” 
- How much each family had to pay for medications (25% of the price for those 
who are uninsured) – “Argent paié (pour medicaments)” 
- How much each family saved for the medication – “Argent economisé (de 
l’argent pour les medicaments)” 
- How much each family saved from consulations – “Argent economisé (de l’argent 
pour les consultations)  
- How much each family saved overall (including the insurance fee for that period) 
– “Argent economisé (avec frais d’assurance-1800)” 
 
 
 
 
 
 
 
 
-17- 
Journal for Service-Learning, Leadership, and Social Change Fall 2015 
4
The International Undergraduate Journal For Service-Learning, Leadership, and Social Change, Vol. 5, Iss. 1 [2015], Art. 4
https://opus.govst.edu/iujsl/vol5/iss1/4
  
Table 1: Familles Assurés Jan 2013-Jan 2014 
Family Numero de 
compte 
d'assurance 
Nombre 
de visites 
Argent paié 
(pour 
médicaments) 
Argent economisé 
(de l'argent pour les 
médicaments) 
Argent 
economisé ( 
consulatations) 
Argent economisé 
totale avec frais de 
l'assurance (1800) 
Bawilla 1 9 1872.5 5617.5 450 4267.5 
Kakona 2 12 2456.25 7368.75 600 6168.75 
Basseliki 4 6 1337.5 4012.5 300 2512.5 
Yoabalo 5 2 350 1050 100 -650 
Balayrou 7 6 1408.75 4226.25 200 2726.25 
Wella 8 8 907.5 2722.5 400 1322.5 
Koriko 9 6 1198.74 3596.25 300 2096.25 
Biao 12 9 1472.5 4417.5 450 3067.5 
Plasah 14 2 593.75 1781.25 100 81.25 
Sarah 15 3 420 1260 150 30 
Santi 17 4 715 2145 200 545 
Kai 18 10 1830 5490 550 4190 
Falla 19 6 885 2655 300 1155 
Alaza 20 6 1465 4395 300 2895 
Eyeba 22 3 417.5 1252.5 150 -397.5 
Ayaki 26 2 562.5 1687.5 100 -12.5 
Kai 28 2 213.75 641.25 100 -1058.75 
Kpissiré 30 9 701.25 2103.75 200 503.75 
 
Insured Families  
We found that of the nine families that stayed in the system, every single one had 
saved money during this time. Of the families that did not return to the system, five saved 
and four ended up losing money (see Argent economisé totale avec frais de l'assurance in 
Table 1). This calculation represents each family’s total insurance savings (or losses) for 
this past year. However, the insurance system has been in place for many years, so it is 
also necessary to put this year’s numbers in context with previous years. Therefore, we 
grouped the insured families into three categories (Table 2). We did not have the  
numerical data for older years (2009-2010), but we did know in general whether a family 
was or not in the system. A dash “-“ means the family was in the system that year, where 
an “x” means they were not in the system. 
 
Rénouvelés- Renewed Families 
These are the families those who stayed in the system. There were nine total, and 
they all saved money this past year.  Taking into context previous years as well, all of 
these families have saved extraordinary amounts when we totaled annual savings every 
year they have been in the system. On average, each of these “veteran” families has saved 
a total of 7300.15 over the past three years.  
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 Pas rejoignent, mais economisent-those who left the system although they saved money 
These families represent the greatest mystery of the project- families that saved 
money in the system, but did not continue.  As seen in Table 2, many families have saved 
money every year, totaling to very large amounts. Thus, these families have continuously 
been saving money, but decided not to rejoin. These five families we knew would be 
crucial to our interviews, and would shed light on perceptions of the system and why they 
did not return.  
 
Pas rejoignent, et perdent- those who left the sytem yet also lost money  
Of these four families, one did not visit the CDS at all in 2013. These familles 
represent why its important to look at insured patient history over time rather than just a 
single year.  Although all in this group had lost money this year, in previous years they 
may have benefitted greatly.  In fact, three of the four families actually have saved money 
in total by being in the system. This was an important point; although one year may not 
save a family money, the family should continue with the system anyway for long term  
benefits.  
 
Table 2: Comprehensive Insurance Histories 2009-2014 
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Rénouvlés 
      Argent economisé totale avec frais de l'assurance (1800) 
Famille Numero de 
compte 
d'assurance 
2009-
2010 
2010-2011 Aug 2011-12 Sept-Dec 2012 Jan 2013-14 Totale 
Bawilla 1 - - 3390 940 4267.6 8597.6 
Kakona 2 - - 6970 5132.5 6168.75 18271.25 
Basseliki 4 - - 1175 500 2512.5 4187.5 
Balayrou 7 - - 300 0 2726.25 3026.25 
Boura 8 - - 5440 5162.5 1322.5 11925 
Kouriko 9 - - 1907.5 1025 2096.25 5028.75 
Biao 12 - - 5075 500 3067.5 8642.5 
Santi 17 x - -225 1375 545 1695 
Falla 19 x - 872.5 2300 1155 4327.5 
            Avg:  7300.15 
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Uninsured Families 
Many uninsured families are not aware of how much they could benefit from the 
system. We calculated how much each uninsured family would have spent over the 
course of the year if they had been insured.  This provides a finite, personalized 
calculation for families, demonstrating how much they could save by joining the system. 
We went through the patient history for every single family in the system, narrowing it 
down to targeted families that could benefit the most. For each family, we calculated the 
following:  
 
- How much each family had to pay for medications and consultation – “Argent 
paié (pour medicaments et consultations)” 
- How much each family would have paid for medication if they had been insured – 
“Argent paié pour medicaments et consultation (avec l’assurance)” 
-  How much each family would have saved for medication and consultation if they 
had been insured – “Argent economisé pour medicaments et consultation (avec 
l’assurance)” 
- How much each family would have saved overall (including the insurance fee for 
that period) – “Argent economisé totale avec frais de l’assurance” 
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Pas rejoignent, et perdent 
    Argent economisé totale avec frais de l'assurance (1800) 
Famille Numero de 
compte 
d'assurance 
2009-2010 2010-2011 Aug 2011-12 Sept-Dec 2012 Jan 2013-14 Totale 
Yoabalo 5 - x 3450 0 -650 2800 
Kassoka 6 - - -837.5 0 -1800 -2637.5 
Ayaki 26 x x 1532.5 0 -12.5 1520 
Eyeba 22 x - -655 1910 -397.5 857.5 
Pas rejoignent, mais economisent 
    Argent economisé totale avec frais de l'assurance (1800) 
Famille Numero de 
compte 
d'assurance 
2009-2010 2010-2011 Aug 2011-12 Sept-Dec 2012 Jan 2013-14 Totale 
Plasah 14 x - -900 2062.5 81.25 1243.75 
Sarih 15 x - 2745 600 30 3375 
Kai 18 x - 6581.25 1770 4190 12541.25 
Alaza 20 x - x x 2895 2895 
Kai 28 x x x x 2878.75 2878.75 
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 Table 3: Selected Uninsured Families Analysis July 2013-July 2014 
 
 
Calculating uninsured data provided a few challenges. The first of which was cultural. 
Households in Togolese villages often contain a mother and father who are not raising 
their own children. It’s a simple division of resources-as families may take in nieces, 
nephews, grandchildren, etc. because they can support them.  Therefore, many children 
do not have the same last name as the parents in their household. This posed a problem  
when we are trying to figure out which last name belongs to which household families.   
In the notebook only a simple first and last name was written, so we consulted Basile for 
each entry, making sure to patch people with the correct household family.  
 
Secondly, the notebook did not give the price of each visit, but rather a list of prescribed 
medicines and the patient’s age. As shown below, we had to create a price list of the 
medicines to determine how much each visit cost. The CDS falls under extremely  
standardized care, so each patient is given a set number of pills/medications based on 
his/her age and symptoms. 
 
Table 4: Standardized Medicine Price List 
 
 
 
Argent paié (pour 
médicaments et 
consultation) 
Argent paié pour 
médicaments et consultation 
(avec l'assurance) 
Argent economisé pour 
médicaments et consultation 
(avec l'assurance) 
Argent economisé totale 
avec frais de l'assurance 
(1800) 
Gniouta  4300 1037,50 3262,50 1462,50 
Bahim 2580 620 1960 160 
Awissi 4230 1020 3210 1410 
Dolou 3400 837,50 2612,50 812,50 
Alare 
(Maman) 
5800 1375 4475 2675 
Sintayele 7550 1787,50 5762,50 3962,50 
Adem 5600 1312,50 4287,50 24875 
Tando 7380 1732,50 5647,50 2847,50 
Yoritchao 7390 1735 5655 3855 
     
   Dose Cost  
Medicine  Unit Price 1 pill  AGE 1-4 AGE 5-14 AGE 15-44 AGE 45+ 
Paracetamol  10 CFA 100 CFAs 100 CFA 200 CFA 200 CFA 
Ibuprofen  10 CFA 100 CFA 100 CFA 200 CFA 200 CFA 
Fer 10 CFA 100 CFA 100 CFA 200 CFA 200 CFA 
Faf 10 CFA 100 CFA 101 CFA 201 CFA 201 CFA 
Amoxicillin  50 CFA 150 CFA 250 CFA 500 CFA 1000 CFA 
Metronidazole 
(Flagyl/Metro) 
15 CFA 75 CFAs 150 CFA 300 CFA 300 CFA 
Vitamin C 15 CFA 75 CFA 150 CFA 300 CFA 300 CFA 
Biscopan 20 CFA N/A 200 CFA 400 CFA 400 CFA 
Indocide 10 CFA N/A 100 CFA 100 CFA 200 CFA 
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Pregnancies 
 The CDS serves as a birthing clinic for many women in Kuwdé and the 
surrounding areas. A birthing table, is in one of the rooms in the clinic, and a kitchen hut 
out back allows family members to cook for the mother while she is recovering. 
Unfortunately, the cost of pregnancy is extremely high, costing around 5150 CFA 
including the 300 CFA birthing consultation fee (Table 5). 
 
In 2013, a new policy was put in place; instead of receiving ¼ cost of birthday meds, 
insured families should receive half the cost. Because the fee of pregnancy is so  
high the entire system could bottom out if the normal insurance system applied to births. 
Since the cost of giving birth is so expensive, families nearly automatically save money 
by being on insurance. Thus, it is in every pregnant woman’s best interest to be insured. 
Our goals within the pregnancy system were to first ensure pregnancy insurance polices 
were being correctly followed. We then calculated family patient history taking into 
account pregnancies, hoping to incentify more pregnant woman to join the system, 
making it clear that it will save money. 
 
Table 5:  Standardized Cost of Pregnancy 
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Multivitamin 10 CFA N/A 100 CFA 200 CFA 200 CFA 
Quinine 55 CFA 330 CFA 330 CFA 550 CFA 1100 CFA 
Bactrim 20 CFA 100 CFA 200 CFA 400 CFA 400 CFA 
Vermox 25 CFA 25-50 CFA 150 CFA 150 CFA 150 CFA 
Medication/Materials Cost 
Paracetamol 200 CFA 
Quinine 1100 CFA 
Amoxicillin 1000 CFA 
FAF 200 CFA 
Biscopan 400 CFA 
Alcohol 350 CFA 
Bandages 600 CFA 
Giant 400 CFA 
Dettol 100 CFA 
Declaration 100 CFA 
Compression gauze  200 CFA 
Soap 200 CFA 
Total  4850 
Total with 300 CFA consultation fee 5150 
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Initially, we found that the CDS was making insured families pay the normal ¼ cost of 
birth medicine rather than the policy previously put in place to instead pay half. Thus, we 
made all calculations following this format. We were surprised the ½ off pregnancy 
condition was not instated, and we spoke to Basile and Oedile about starting to use this 
format of pregnancy insurance. 
 
It was evident the uninsured families that lost the most money were ones with births the 
past year at the CDS. Likewise, the insured families that saved the most were ones that 
had births and received the benefits.   As shown in Table 6, in 2013, 18 families gave 
birth at the CDS, but only four of them were insured.  The price of birth is standardized, 
except some mothers receive Buscopan (400 CFA- an abdominal pain reliever) and 
others do not. Uninsured families thus pay 5150 or 4750 CFA for a birth at the CDS, 
while insured families in 2013 paid only 1212,50 CFA to give birth. Ideally, the price of 
birth medicine should be only half off, making insured families pay around 2425 CFA in 
the future.  
 
Comprehensive Calculations  
It was necessary to analyze comprehensive earnings and losses of the CDS and 
insurance system. We calculated the amount the health insurance system gained/lost in a 
calendar year. The system is based off the price of buying and selling medicine. For 
example the CDS buys medicine at x price, such as a pill for 100 CFAs. Medicine is sold 
at the CDS for a 2x (200%) markup. This is a governmental protocol for all Case de 
Santés. Thus, the pill is sold to the normal uninsured patient for 200 CFA allowing the 
CDS to make a profit and sustain itself. Insured families receive 25% the price of 
medicine as uninsured families do, or .5x the price of medicine. The 200 CFA pill that an 
uninsured patient receives costs an insured patient only 50 CFA.  
 
Using the following calculations, we found the insurance system made 11,717 CFAs in 
the past calendar year. In addition, we calculated the total amount gained and lost by the 
system in its entirety (the health insurance system and the uninsured people combined).  
In the past year, the entire system made 75,490 CFAs. Therefore, the system is a win-
win; it saves patients money and also provides income to the CDS. 
 
To find the amount the Health insurance system gained/lost for a given time: 
 
1800𝑥 − (𝑇ℎ𝑒 𝑡𝑜𝑡𝑎𝑙 𝑐𝑜𝑠𝑡 𝑜𝑓 𝑀𝑒𝑑𝑖𝑐𝑖𝑛𝑒 𝑝𝑢𝑟𝑐ℎ𝑎𝑠𝑒𝑑 + 1212.5𝑃) 
 
Where x is the number of insurance payments during the given time interval, P is the  
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number of pregnancies for that given year and 1212.5 is the rough amount of money lost 
when there is a pregnancy (since the rough price of the medications for a pregnancy is 
2425 CFAs (market price) the system loses 50% or 1212.50 CFAs). The money lost 
through consultation fees, 50 CFAs for a regular appointment and 300 CFAs for a 
pregnancy, has been neglected by Charlie’s request. 
 
For the Period of January 2013-2014 (a calendar year): 
 
𝑥 =21, 𝑃 = 6, 𝑡𝑜𝑡𝑎𝑙 𝑐𝑜𝑠𝑡 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑖𝑛𝑒 𝑝𝑢𝑟𝑐ℎ𝑎𝑠𝑒𝑑 = 18807.5 
 
1800 ∗ 21 − (1212.5 ∗ 6 + 18807.5) = 11717 CFAs 
 
The total cost of medicine purchased was found by adding up the “Argent paié” column 
in Table 1. The 21 payments were found in the same table and calculated by counting 
every family name with a tick. 
 
For the Period of January 2013- July 2014: 
 
𝑥 = 21 + 12 = 33, 𝑃 = 6 
 𝑡𝑜𝑡𝑎𝑙 𝑐𝑜𝑠𝑡 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑖𝑛𝑒 𝑝𝑢𝑟𝑐ℎ𝑎𝑠𝑒𝑑 = 18807.5 + 5430 = 24237.5 
1800 ∗ 33 − (1212.5 ∗ 6 + 24237.5) = 27887.50CFAs 
 
5430 CFAs were found by adding the column “Argent paié pour meds” in Table 1. The 
additional 12 payments in 𝑥 is also found in this table. 
 
To find the total amount gained/lost by the system in its entirety (the health insurance 
system and the uninsured people combined): 
 
(0.5𝐶 + 50𝑛 + 300𝑃 + 1800𝑥) − (𝑡𝑜𝑡𝑎𝑙 𝑐𝑜𝑠𝑡 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑎𝑡𝑖𝑜𝑛 𝑠𝑜𝑙𝑑 𝑡𝑜 𝑡ℎ𝑒 𝑖𝑛𝑠𝑢𝑟𝑒𝑑) 
 
Where C= the total cost paid by the uninsured in the given time, and n= the total visits by 
uninsured in the given time. P is the total uninsured pregnancies in the given time, and x 
is the number of insurance payments in the given time. 
 
During the Period of July 2013-2014 (this time was chosen because we had enough data 
for the calculation): 
 
𝑃 = 7, 𝑛 = 104, 𝑥 = 15, 𝐶 = 113455,  
𝑡𝑜𝑡𝑎𝑙 𝑐𝑜𝑠𝑡 𝑜𝑓 𝑚𝑒𝑑𝑖𝑐𝑎𝑡𝑖𝑜𝑛 𝑠𝑜𝑙𝑑 𝑡𝑜 𝑡ℎ𝑒 𝑖𝑛𝑠𝑢𝑟𝑒𝑑 = 10107.5 + 5430 = 15537.50 
 
 (0.5 ∗ 113455 + 50 ∗ 104 + 300 ∗ 7 + 1800 ∗ 15) − 15537.50 = 75490 CFAs 
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𝐶 was calculated by summing the column “Total Cost” in Table 2 and adding it to the 
total cost calculated and 2425 CFAs by the number of pregnancies. The variable n was 
tallied up from the total number of uninsured visits within a year. P was calculated by 
counting the uninsured pregnancies that fell between July 2013- June 2014 Additionally, 
x can be found within the amount of families insured Jan 2014-July 2014.“Total cost of 
medication sold to the insured” was made by adding up the prices found in Basile’s 
insurance book. 
  
Patient History Clarity   
 We created personalized sheets with patients’ economic history at the CDS. These 
we given to the patient during each interview, allowing them to see a finite number of 
how much they were (or were not) saving. 
 
While some families have been in the system for years, many have no concept of its 
advantages. We believed it was vital for families who were insured to see the exact 
amount of money that have saved by being in the system. First off, it is an incentive for 
them to stick with the system. If a family is aware of how much they are saving, they are 
more likely to rejoin each year.  Patients left the interviews with a physical copy of their 
insurance history including the figure of how much they have saved in the system. Thus, 
it is less likely for them to forget than if we had just simply told them the number. 
Furthermore, insured families could speak from personal experience and cite the benefits 
they received within the system. It is important for members of the community to hear 
other’s personal success within the system, rather than be told of its advantages from 
outsiders like us.  
 
Uninsured members of the community were also given sheets with their patient history, 
detailing how much they would be saving if they had been insured in the past year.  We 
found that many villagers were not aware of exactly how much the system can save a 
family. These sheets made the difference between insured and uninsured costs apparent. 
The idea to make these sheets came from many conversations with Basile and Oedil, and 
members of the CDS committee. To increase transparency, we also spoke with Basile and 
Oedil about pointing out cost savings potential to uninsured patients while the patients 
are paying. For example, if an uninsured patient must pay 200 CFA for medications, 
Basile or Oedil could point out the price would be only 50 CFA if the patient were 
insured. Likewise, it also is important for insured patients to know how much they are 
saving each visit. Instituting physical history sheets with finite figures and starting this 
increased transparency allow families to have a more finite grasp on what the savings 
entail.  
-24- 
Journal for Service-Learning, Leadership, and Social Change Fall 2015 
12
The International Undergraduate Journal For Service-Learning, Leadership, and Social Change, Vol. 5, Iss. 1 [2015], Art. 4
https://opus.govst.edu/iujsl/vol5/iss1/4
  
Interviews  
We conducted a total of 23 interviews separated into the three groups. All 
interviews were recorded using an iPhone and audio records of each interview have been 
archived. A figurehead of the family, usually the eldest female or male represented each 
family during the interview. One unprecedented cultural challenge we faced was figuring 
out how many members are in each family. We would ask the family figurehead how 
many people were in his or her immediate family unit, and often Basile and Oedil had to 
help the interviewee count off the members in his or her family household. In Togolese 
culture, homesteads don’t necessarily, and rarely, constitute a mother and father and their 
immediate children. Instead, families are a product of the division of resources and 
children between cousins, aunts, uncles and neighbors. Children residing within a 
homestay often are distantly related to the adults they live with. Furthermore, women 
marrying into homesteads complicate things further, as it was unclear whether the woman 
belonged to her husband’s or parent’s family unit.   
 
Interestingly, during interviews, we asked residents how the CDS in Kuwdé compared to 
others in nearby villagers. They all claimed it was significantly more successful, 
providing cheaper cost of medicine to patients and was free of corruption. This is 
attributed to the insurance system, which offers a lower cost of medicine to insured 
patients, but also saves the CDS itself money. We heard testimonies of other CDS that 
closed down due to corruption, as the workers often overcharged prices of medicine to 
benefit themselves, or in an attempt to bring more money into the clinic. Thus, the health 
insurance system in Kuwdé, the only of its kind, creates a sustainable clinic that ensures 
quality health care is available to village residents.  
 
 
 
 
In addition to recording each 
interview, we also took pictures 
of each interviewee for 
documentation. Pictured here is 
(right) Tckenéway a member of 
Basseliki family, and (left) 
Kakona, an insured leader in 
the CDS committee.  
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 Rénouvelés-Renewed Families  
These were the families that have continued in the system. Our goal of these 
interviews was to communicate to them how much they have saved during their time 
under insurance. Previously, many of the insured families were not interviewed, focusing 
only on those who had left the system or were not currently insured. For many families it 
was the first time they had seen the exact amount they had saved in the system. In 
addition, we asked about their perceptions and the village’s perception of the system and 
why not more people were interested.   
 
Pas rejoignent, mais economisent-those who left the system although they saved money 
These families were perhaps of the most interest to us. We wanted to interview 
them to understand why they had left the system even though they had benefitted from it.  
We first communicated how much they had saved in the past year, which was usually a 
large sum that surprised many interviewees.  The conversation usually then flowed into 
their general perceptions of the system and finally, why they did not rejoin.  There were 
various reasons why each family had not rejoined. Two families did not know that 
patients could rejoin at any time, and thought they had missed their opportunity at the 
beginning of the year. For example, Alaza had been in Nigeria during January, and Sarih 
claimed that he did not have the money in January either. They were surprised to learn 
you could join at any month and promised they would rejoin soon. Another man, Plasah 
rejoined the system later that day after the interview.  Furthermore, it was interesting to 
see the clash between traditional and bio-medicine in Kai’s interview.  He said that he 
had been in Benin for the past nine months treating hemorrhoids with traditional 
methods, which were very expensive. Therefore, he didn’t currently have the money to 
rejoin the system but recognized its benefits and claimed that he would join once he paid 
for the traditional medicines.  
 
These interviews seemed successful; we learned it was important to communicate to the 
village that you could rejoin the system at any time. None of the patients had left the 
system intentionally, which was a good indication about the perception of health 
insurance in the village.  
 
Uninsured   
  We also interviewed many uninsured families that could greatly benefit from the 
system. Our goal was to make sure that they understood how insurance works, and how 
they could save money. We showed them their personal history at the CDS and how 
much they had been spending relative to how much they could have been saving.  
 
We found that many families did not understand the system, and therefore we explained 
it thoroughly during the interview. Others understood the system, but stated that they had 
not joined due to negligence. Many claimed they did not currently have the money to join  
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 because of various reasons such as funeral costs, or that they would have the means after 
the harvest in the fall.  
 
Village Meeting and Conclusion  
 Before we left, we held a village wide meeting to communicate information on 
the insurance system, and also allow villagers to ask questions and give their input. 
Michaela gave a speech outlining and summarizing the many points of the system. After 
the interviews, we made sure to explain that patients can join the system at any point in 
time. Furthermore, we stressed how pregnant mothers could only benefit by joining the 
system. We also learned from interviews that some families thought it was 1800 dollars 
per person rather than per family, and thus we explained how this was a misperception. 
Although we did not use names, we gave real examples of how much an insured family 
saved in comparison to an uninsured family. Again, this use of finite numbers provided 
the reality of the benefits of the system. Another focal point was how insurance provides 
a cheaper cost of medicine. In turn, insured patients can frequent the CDS more without 
fear of spending too much. Thus insured patients can receive a greater quantity of health 
care, while saving money. Health is a priority for the people of Kuwdé. As a community 
dependent on physical labor, they believe a healthy body is essential to cultivate and 
provide food and income.  Finally, Michaela spoke to the insured people in the room, 
urging them to tell their neighbors and friends the benefits of the system.  Overall, the 
meeting was successful and insured members in the room even testified their personal 
benefits.  
 
Our work at the CDS was challenging, and taught us much about social and cultural 
dynamics in the village. Within a week of the village meeting and our departure, 10 
families had joined the insurance system, increased the number of families from 15 to 25.  
By the spring, we learned there were over 46 families in the system. This success was 
unprecedented, as most families don’t have the means to pay until later in autumn after 
the harvests.  In the previous year, only two families joined following the town meeting. 
Thus, these new additions serves as a great indicator for the system’s continued success. 
Our comprehensive calculations showed that system also saves the CDS money every 
year. We plan to keep in touch with Basile to monitor the system’s progress, especially 
following harvest months in November when more families will have the means to join 
the system.  
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Pictured: Odile showing malaria tests results to Michaela in the health hut. The 
majority of visits are for the treatment of malaria. 
 
 
Future considerations  
 There are many possible next steps for future work at the CDS. First off, one of 
the major challenges will be calculating annual insured figures . More and more families 
are joining at different months of the year, therefore presenting a problem when it comes 
to analyzing all insured families in one year. Future calculations will somehow have to 
take this into account. 
 
Furthermore, Basile and Oedil’s roles within the CDS can be developed in the future. 
Most importantly, they have not have had training in over 15 years. It is vital for them to 
learn the newest medicinal procedures and information, perhaps at some sort of training 
in Kara. Secondly, although they keep the notebooks on the insurance system, they have 
never learned how to calculate the analysis like we did. If we were to teach them, they 
could run the figures themselves and provide insured families with their annual savings. 
We also started an archival project, documenting the notebooks in the CDS. All 
notebooks and records are thus scanned and saved, and can be viewed at any time here to 
complete further research. These archived notebooks can be used to create a training 
program in advance for Basile and Oedil.  
 
In general, work at the CDS should continue to stress the clear distinction between 
insured and uninsured numerical savings.  It should be put into common practice for  
 
-28- 
Journal for Service-Learning, Leadership, and Social Change Fall 2015 
16
The International Undergraduate Journal For Service-Learning, Leadership, and Social Change, Vol. 5, Iss. 1 [2015], Art. 4
https://opus.govst.edu/iujsl/vol5/iss1/4
 Basile and Oedil to tell insured families exactly how much they are saving each visit, and 
uninsured families how much they could be saving.  
 
Although we did not have the time, an interesting research concept could be the impact of 
malaria on the village. We were interested in researching the impact of government 
supplied mosquito nets in malaria trends during various times of the year (rainy vs. dry 
season for example). This topic could be explored in the future.  
 
Finally, if the system becomes extremely successful, there might be a point where it 
“bottoms out” and the CDS ends up losing money. This point should be calculated and 
precautions and changes should be made to avoid it. The impact of our work this summer 
will continued to be monitored and recorded as families come in and out of the system.  
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